A contemporary thrust in the training of health care psychologists is to help students acquire technical competence in the manual-guided delivery of empirically supported treatments (ESTs) or, more broadly, in evidence-based practices (EBPs). The EBP movement in mental health attempts to identify, implement, and disseminate treatments that have proven to be demonstrably effective according to the empirical research. This movement has provoked enormous controversy within organized psychology, and beyond the general conviction that psychological practice should rely on evidence, little consensus currently exists among the various stakeholders on either the decision rules to determine effectiveness or the treatments designated "evidence-based" (Norcross, Beutler, & Levant, 2005) .
The pursuit of technical competency has much to recommend it, but it may inadvertently subordinate the value of the personal formation and maturation of the psychologist. The ongoing march toward ESTs and EBPs tends to neglect the human dimension of the psychologist and the psychotherapy. It has created an environment where, as Thoreau (1854) complained in Walden, "men have become the tools of their tools" (p. 25). Professional training that addresses only or primarily the techniques of psychotherapy quickly becomes arid, disembodied, and decontextualized.
This is an especially serious error in a profession in which the curative contributions of the participants are as empirically validated as any manualized treatment. Decades of empirical research have convincingly demonstrated that both the therapy relationship and the person of the psychologist (when not confounded with the treatment) account for as much outcome variance as the particular treatment method does (Crits-Christoph et al., 1991; Norcross, 2002; Wampold, 2001) . Despite impressive attempts to experimentally render individual practitioners as controlled variables, it is simply not possible to mask the person and the relational contribution of the therapist.
My purpose is certainly not to degrade the effects of specific treatments; my intent here is to advance a counterbalance to the recent preoccupation with technical competence. I argue for a renewed emphasis on the time-honored and empirically supported method of improving the person of the psychologist through his or her own personal psychotherapy.
In this article, I trace my 25 years of research on the personal therapy of mental health professionals and synthesize the overarching results. These results, I firmly believe, demonstrate that personal therapy is an emotionally vital, interpersonally dense, and professionally formative experience, one that should rightfully assume its centrality in the formation of health care psychologists.
A Few Words on Words
The term training can denote a mechanistic and impersonal pursuit, such as training seals to clap their flippers or training rats to run a maze (Bugental, 1987) . I prefer to retitle psychotherapy training something along the lines of helping to develop psychologists, psychologist formation, or preparing psychotherapists. But tradition is against me.
Editor's Note John C. Norcross received the Award for Distinguished Contributions to Education and Training. Award winners are invited to deliver an award address at the APA's annual convention. A version of this award address was delivered at the 113th annual meeting, held August 18 -21, 2005, in Washington, DC. Articles based on award addresses are reviewed, but they differ from unsolicited articles in that they are expressions of the winners' reflections on their work and their views of the field.
Thus, in concession to linguistic preference and precedent, I will use the conventional term training but respectfully implore you to interpret the term in a broader, more human meaning. We try to prepare psychologists who are, at once, technically competent and interpersonally capable.
In our research, personal therapy is a generic term encompassing psychological treatment of mental health professionals (and those in training) by means of various theoretical orientations and treatment formats. Personal therapy can thus refer to 12 sessions of group therapy for a graduate student, a year of couples therapy for a psychology intern, or three years of intensive individual psychotherapy for a licensed psychologist. The term training analysis is reserved for the specific case of individual psychoanalysis required by a formal, postgraduate psychoanalytic institute.
Personal therapy can be either voluntary or required. In most European countries, a specified number of hours of personal therapy is required to become accredited or licensed as a psychotherapist (Orlinsky, Rønnestad, Willutki, Wiseman, & Botermans, 2005) . In the United States, by contrast, only psychoanalytic training institutes and a few graduate programs in psychology require a course of personal therapy.
Centrality of Personal Therapy
From the beginning, Freud proposed that personal therapy was the deepest and most rigorous part of one's clinical education. In Analysis Terminable and Interminable, Freud (1937/1964) rhetorically asked, "But where and how is the poor wretch to acquire the ideal qualification which he will need in this profession? The answer is in an analysis of himself, with which his preparation for his future activity begins" (p. 246).
One of the most firmly held and cherished beliefs among insight-oriented psychotherapists is that personal treatment is a desirable, if not necessary, prerequisite for clinical work. The relative importance attached to personal therapy varies systematically with one's own treatment history and theoretical orientation. At one end of the continuum are those who claim that personal treatment is indicated only when the clinician's dysfunction significantly impairs clinical services (see Kelly, Goldberg, Fiske, & Kilkowski, 1978) . At the other extreme are those like Fromm-Reichmann (1949) , who wrote that "any attempt at intensive psychotherapy is fraught with danger, hence unacceptable" when not preceded by personal analysis. In one of our studies (Norcross, Dryden, & DeMichele, 1992) , only 4% of psychologists who received personal therapy thought it was unimportant as a prerequisite for conducting clinical work compared with 39% of those psychologists who had not undergone personal therapy.
Personal treatment-receiving, recommending, and conducting it-is, in many respects, at the epicenter of the educational universe for psychotherapists. Psychotherapists' training, identity, health, and self-renewal revolve around the personal therapy experience. In their early classic, Public and Private Lives of Psychotherapists, Henry, Sims, and Spray (1973) concluded, "In sum, the accumulated evidence strongly suggests that individual psychotherapy not only serves as the focal point for professional training programs, but also functions as the symbolic core of professional identity in the mental health field" (p. 14).
In the beginning, there was only Freud and his selfanalysis. Now, approximately three quarters of mental health professionals have undergone personal psychotherapy, typically on several occasions (Norcross & Guy, 2005) . Let us now turn to this empirical evidence with illustrative examples from my own program of research.
Prevalence of Personal Therapy
The vast majority of mental health professionals in the United States, independent of their professional discipline, have undergone personal treatment. In a review of 17 studies involving more than 8,000 participants, we found that the majority of mental health professionals have received at least one episode of personal therapy themselves; in fact, the mean and median percentages cluster around 72% to 75% (Norcross & Guy, 2005) . The estimated prevalence is approximately three quarters.
The prevalence of personal therapy varies systematically with theoretical orientation. Psychoanalytic clinicians have the highest rates (82% to 100%) and behavior therapists the lowest (44% to 66%) in the United States. In our latest study of 694 clinical psychologists in the United States (Norcross, Karpiak, & Santoro, in press ), for example, 100% of self-identified psychoanalytic therapists had undergone personal therapy, 86% of systems therapists, 83% of eclectic or integrative therapists, 81% of psychodynamic therapists, 76% of humanistic therapists, 65% of cognitive therapists, and 64% of behavior therapists. International studies reveal similar patterns. found that 92% of psychodynamic therapists and 92% of humanistic therapists from around the globe reported having personal therapy, whereas 60% of cognitivebehavioral therapists reported doing so.
Tellingly, the prevalence of personal treatment for mental health professionals is substantially higher than that for the general adult population. Best estimates, gleaned from national household surveys and epidemiological studies (e.g., Kessler et al., 1994; Swindle, Heller, Pescosolido, & Kikuzawa, 2000) , are that 25% to 27% of American adults have received specialized mental health care. This is a more inclusive category that encompasses psychoactive medications and psychiatric hospitalization as well as psychotherapy. This lifetime utilization rate, assuming a far more inclusive set of services, is one third that of mental health professionals.
As a rule, psychotherapists pursue personal treatment on more than one occasion. Across studies, the number of dis-crete episodes averages between 1.8 and 3.0. In one of our recent studies (Norcross, Geller, & Kurzawa, 2000) , 32% of psychologists sought personal therapy once, 32% sought therapy twice, 22% sought it three times, and the remaining 14% sought therapy on four or more occasions. Similarly, noted that more than 59% of their large, multidisciplinary sample had more than one therapy experience. Indeed, the length and multiple courses of personal treatment have led to the characterization of psychotherapists as "interminable patients" (Felton, 1986 ).
Return to Personal Therapy
A pernicious myth persists that most mental health professionals do not experience the need for personal therapy once they are in practice; however, the evidence rebuts any such illusion. Most seasoned clinicians do, in fact, use the very services they provide. The fact that psychotherapists seek personal treatment repeatedly during their careers supports the conclusion that it is widely perceived as an essential part not only of the formative training phase but also of the practitioner's ongoing maturation and regenerative development.
Colleagues and I reviewed several studies that specifically addressed the prevalence of additional personal therapy after the completion of formal training or the terminal degree (e.g., Norcross & Guy, 2005) . About half of seasoned mental health professionals returned to personal therapy (range ϭ 43% to 62%). Across disciplines, seasoned therapists in practice routinely seek psychotherapy for themselves.
As is so often the case, Freud anticipated these findings many years ago. He recommended that the analyst reinitiate personal treatment on the recognition that practicing therapy continually exposes the clinician to the impact of patients' psychopathology and on the need to know and use one's own unconscious responsiveness in conducting therapy. He wrote, Every analyst should periodically-at intervals of five years or so-submit himself to analysis once more, without feeling ashamed of taking this step. This would mean, then, that not only the therapeutic analysis of patients but his own analysis would change from a terminable to an interminable task. (Freud, 1937 (Freud, /1964 In this regard, relatively little is known about the stage of life at which psychotherapists seek personal treatment. The firsthand accounts of therapist-patients make it compellingly clear that they seek different therapeutic goals at different seasons of their lives. In discussing his own odyssey of personal therapy over a 45-year career, Yalom (2002) pointedly observed, "I entered therapy at many different stages of my life. Despite an excellent and intensive course at the onset of one's career, an entirely different set of issues may arrive at different junctures of the life cycle" (p. 42). But there is little in the way of systematic study of the topic.
Outcomes of Personal Therapy
Psychologists and other mental health professionals routinely undergo personal therapy, but does it make a significant difference? Here, I summarize the empirical evidence relating to the multitudinous outcomes of the psychotherapist's own psychotherapy experiences. These outcomes encompass, inter alia, effects on subsequent therapy performance, self-reported outcomes, impact on professional development, and lasting lessons (see Geller, Norcross, & Orlinsky, 2005 , for complete references and detailed reviews).
Effect on Subsequent Therapy Performance
The question of whether the practitioner who has undergone personal therapy can be empirically shown to be more effective than colleagues who have not received such therapy has been occasionally investigated. All of the early reviewers (e.g., Clark, 1986; Greenberg & Staller, 1981; Macran & Shapiro, 1998) concluded that there is no evidence that receipt of personal therapy is positively or negatively related to client outcome. In a recent review of this literature (Orlinsky, Norcross, Rønnestad, & Wiseman, 2005) , we echoed the early reviewers' unanimous laments about the poor quality of the studies to date. None of the studies were randomized or controlled. All involved comparatively small samples and crude assessments of patient outcomes. All but one study confounded clinical experience and theoretical orientation.
Consequently, it must be remembered that all studies on this matter conducted to date have suffered from the absence of large samples, controls, random assignment to personal therapy or nontherapy, and prospective designs. The net results are interesting, retrospective looks at a complex interplay with little sensitivity and poor specificity. With so little and such insensitive research conducted in the past (and probably in the future) on the relation between therapist's personal therapy and their outcomes with patients, the vital data will necessarily hail from psychotherapist research.
Moving from outcome to process studies, the existing evidence is more supportive. In early process studies (e.g., Wogan & Norcross, 1985) , we found that the experience of personal therapy has several positive effects on the therapy relationship, specifically in facilitating empathic ability and decreasing dislike of patients. Macran and Shapiro (1998) reviewed this small body of correlational studies on the effects of personal treatment on the therapist's in-session behavior. From a dozen studies, the experience of personal therapy has been positively associated with the clinician's self-reported and rater-observed warmth, empathy, genuine-ness, awareness of countertransference, and increased emphasis on the therapeutic relationship. However, the research is again limited in the number of studies and the rigor of methodology. These results are indirect hints from process-correlational studies.
Self-Reported Outcomes
Although controlled experimental evidence is lacking on personal therapy, its desirability for psychotherapists is well established on other grounds. Over the years, colleagues and I have gathered self-reported outcomes from thousands of mental health professionals around the world.
What do psychologists get from their personal therapy? The impacts of the therapist's therapy might be expected in two areas, personal benefit (or harm) and professional development (or impairment) . Across seven studies on the outcomes of personal treatment, therapist-patients find it helpful in over 90% of the cases . Although the studies ask the question in different ways, the self-reported outcomes are consistently positive. Even when accounting for cognitive dissonance and sanguine memories, the vast majority of therapists reported positive gains. Moreover, psychotherapists relate improvement in multiple areas: self-esteem, work functioning, social life, emotional expression, characterological conflicts, and symptom severity. The self-rated outcomes for improvement in behavior symptoms, cognitive insight, and emotions relief are practically identical (Norcross, Strausser-Kirtland, & Missar, 1988) , with symptom alleviation being slightly lower (Buckley, Karasu, & Charles, 1981) .
Likewise, in the largest psychotherapist study conducted to date, collected data on the personal therapy experiences of more than 4,000 therapists of diverse theoretical orientations in over a dozen countries. On self-report measures of consumer satisfaction, psychotherapists-arguably the most discriminating consumers of psychotherapy one can imagine-report predominately positive outcomes. Overall, 88% rated their personal benefit positively. Just 5% felt they received little personal benefit, and only 1% felt they had gotten nothing at all from their treatment.
At the same time, as with all psychotherapy, a small minority did report negative outcomes as a result of personal treatment. Across seven studies, the percentage of negative or harmful outcomes hovers between 1% and 5% (Norcross & Guy, 2005) . In the international database, rates for unsatisfactory outcomes are generally between 3% and 7% .
It is sometimes asserted that what is most crucial about personal therapy is that clinicians have at least one experience of personal benefit so that they acquire a sense of the potency of psychotherapy that can be communicated to their own patients (and students). By this criterion, a better measure of the impact of personal therapy might be outcomes based on multiple personal therapies. Fully 85% of therapists report having at least one such very positive experience-and some of those who have not yet had it might be expected to do so eventually. The figures for different countries range from a low of 78%-80% to a high exceeding 90% .
Impact on Professional Development
Most health care psychologists strongly value experiential over didactic learning. In their pioneering study, Henry, Sims, and Spray (1971) asked their sample to evaluate the significance of various aspects of their training experience for their career. The most frequent training experiences recognized as important were clinical supervision, field experience, and personal therapy. The influence of faculty members and course work received relatively low ratings. Second only to practical experience, personal psychotherapy was cited by clinicians as the most important contributor to their professional development.
Similar results were found in the recent study of over 4,000 psychotherapists . Personal therapy consistently ranked among the top three sources of positive development, following direct patient contact and formal case supervision. Personal therapy clearly ranked above didactic experiences, such as taking courses and reading professional journals. Overall, more than three quarters of psychotherapists across multiple studies found that their personal therapy had a strongly positive influence on their development, while fewer than 3% reported that it had any negative impact . Across all nations, the appreciable positive benefits of personal therapy on career development was 94% and, on current development, 72%.
Lasting Lessons
What specific lessons do psychologists draw from their personal therapy? In two studies, we asked psychologists in the United States (N ϭ 380; Norcross, Strausser-Kirtland, & Missar, 1988) and the United Kingdom (N ϭ 710; Norcross et al., 1992) to reflect on their personal treatment and to list any lasting lessons they acquired concerning the practice of psychotherapy. The most frequent responses all concerned the interpersonal relationships and dynamics of psychotherapy. These included the centrality of warmth, empathy, and the personal relationship; knowing what it feels like to be a patient; the importance of transference and countertransference; the need for personal treatment among therapists; the inevitable "human-ness" of the therapist; and the need for more patience and tolerance in psychotherapy. Many psychologists remarked that they personally discovered that psychotherapy was effective and that change is possible, albeit gradual.
In Sum
These collective lessons and the findings from other studies, intensive interviews and large surveys alike (e.g., Curtis, Field, Knaan-Kostman, & Mannix, 2004; Macran, Stiles, & Smith, 1999; Pope & Tabachnick, 1994) , are congruent with the results of the published research on the psychotherapists' personal treatment, reviewed earlier. Across many studies conducted by different investigators, the great majority of psychotherapists-90% or morewere satisfied with their personal therapy. It seems virtually impossible to have undergone personal therapy without emerging with heightened appreciation of the interpersonal relationship between patient and therapist and the vulnerability of a patient. It is also worth noting that very, very few of the psychotherapists related that their lasting lesson from personal therapy concerned the effectiveness of a specific technique.
Goals of Personal Therapy
Questions of treatment outcome invariably involve consideration of the goals or purposes of the treatment. Psychotherapists may seek personal therapy for personal reasons, for training or professional reasons, or for both reasons. Although oversimplified in a profession where the personal and the professional are nearly inseparable, the question does afford insight into psychotherapists' motivations. What are psychologists' goals in undergoing personal therapy?
In a word, personal. We reviewed five studies that asked psychotherapists their reasons for seeking personal therapy and, in all studies, the majority (50% to 67%) indicated that they entered primarily for personal reasons (Norcross & Connor, 2005) . When psychotherapists were asked to check all of their reasons for involvement in personal therapy, 60% checked personal growth, 56% checked personal problems, and 46% checked training . Before, during, or after training, the results are clear: Psychologists largely enter psychotherapy to deal with "personal stuff."
Moreover, psychologists' presenting problems are, by and large, nearly identical to those of the educated populace seeking mental health services. Despite the enormous responsibilities of the profession, few psychologists identify the presenting problem or precipitant for their personal therapy as a problematic patient. In two early studies (Norcross, Strausser-Kirtland, & Missar, 1988; Norcross & Prochaska, 1986) involving hundreds of seasoned practitioners, only one psychologist identified the precipitant as a client problem-in this case, a suicide attempt. The remaining 99% listed a nonpatient factor as the precipitant. In the context of a psychologist's life space, patient conflicts emerge as a moderate source of distress; extratherapy life problems are much more likely the reason for personal treatment. Although it is tempting to fantasize that seasoned psychologists are able to inoculate themselves against the ravages of life that beset their patients, a careful review of the literature compellingly indicates otherwise (Norcross & Connor, 2005) .
In this respect, it is important to cast the purposes of personal therapy in a systemic context. The primary goal of the psychotherapist's personal treatment is indeed personal, that is, to enhance the awareness, functioning, and life satisfaction of a person who, coincidentally, is a mental health professional. A secondary goal of personal treatment is to alter the nature of subsequent therapeutic work in ways that enhance its effectiveness. That is, personal treatment is designed both to enhance the personal functioning of the person and to improve his or her professional performance.
The mechanisms of securing these twin goals are as complex and individualized as the number of psychologistpatients. Nonetheless, there are at least six recurring commonalities in the literature on how the therapist's therapy is said to improve his or her clinical work (Norcross, Strausser-Kirtland, & Missar, 1988 ):
1. Personal treatment improves the emotional and mental functioning of the psychotherapist: It makes the clinician's life less neurotic and more gratifying in a profession where one's personal health is an indispensable foundation. 2. Personal treatment provides the therapist-patient with a more complete understanding of personal dynamics, interpersonal elicitations, and conflictual issues: The therapist will thereby conduct treatment with clearer perception, less contaminated reactions, and reduced countertransference potential. 3. Personal treatment alleviates the emotional stresses and burdens inherent in the practice of psychotherapy: It enables practitioners to deal more successfully with the special problems imposed by their craft. 4. Personal treatment serves as a profound socialization experience: It establishes a sense of conviction about the validity of psychotherapy, demonstrates its transformational power in their own lives, and facilitates the internalization of the healer role. 5. Personal treatment places therapists in the role of the client: It thus sensitizes them to the interpersonal reactions and needs of their clients and increases respect for their patients' struggles. 6. Personal treatment provides a firsthand, intensive opportunity to observe clinical methods: The therapist's therapist models interpersonal and technical skills.
Those integrally involved in the education and development of health care psychologists will readily embrace these as training goals. In addition, those with integrative or eclectic leanings-approximately 25% to 40% of American psychologists (Norcross & Goldfried, 2005 )-will probably learn from personal treatment that psychotherapy is rarely "pure form" in practice or outcome and that good therapists routinely incorporate a variety of methods traditionally associated with diverse systems. Moreover, as noted earlier, the prototypical lessons from personal therapy are that the person of the therapist and the relationship are powerful forces indeed.
Selecting a Personal Therapist
The particular goals of personal therapy undoubtedly influence the type of treatment pursued and the genre of therapist selected. In a pioneering article on therapist selection, Grunebaum (1983) interviewed 23 experienced Boston-area psychotherapists about how they found a good therapist for themselves. The therapist-patients in his sample stated that they had four essential criteria in mind as they searched for their own psychotherapist: professional competence; someone outside their usual professional and social network; a warm, caring, and supportive disposition; and an active, talkative style.
Expanding on this study, we (Norcross, Strausser, & Faltus, 1988 ) asked a national sample of 509 psychologists to rate the influence of 16 factors, including Grunebaum's (1983) , on the selection of their therapists. The psychologists predicated their selection primarily on perceived competence, clinical experience, professional reputation, and interpersonal warmth. Six additional criteria were rated "somewhat important": openness, theoretical orientation, reputation for being a therapists' therapist, flexibility. not attributing everything to transference, and an active therapeutic style. By contrast, the research productivity of the potential psychotherapist was rated as a negligible factor in selection decisions. This finding should serve as a reminder that academic standing and clinical expertise are probably orthogonal dimensions.
To echo Grunebaum's (1983) conclusion,
What we have learned that may be useful in conducting psychotherapy is that these therapist-patients seek a personal relationship with therapists-one in which they feel affirmed, appreciated, and respected by another human being whom they like, appreciate, and respect. (p. 1338) That this holds true for psychologically sophisticated patients, as it has been shown to be for more naive patients, corroborates the view that these factors are probably essential for effective psychological treatment. Who, then, do mental health professionals select for their own psychotherapy? Several of our research studies have included questions asking psychotherapists to describe the characteristics of their chosen therapists, customarily in terms of gender, orientation, and profession.
Gender
From the 1950s through the 1980s, trainees largely underwent personal therapy with male therapists. Approximately 82% of male trainees and 67% of female trainees (Norcross, Strausser, & Faltus, 1988 ) did so. However, these figures represent historical artifacts. Increasing proportions of women are seeking women as their personal therapists, as are slightly more men. In recent studies, approximately 45% to 60% of psychologists had female therapists (Holzman, Searight, & Hughes, 1996; Norcross, Strausser, & Faltus, 1988) . Of course, this pattern corresponds to the evolving demographics of mental health professionals.
Theoretical Orientation
Several of our studies have examined the theoretical orientation of the therapist's therapist, especially in how it relates to the theoretical orientation of the therapist-patient. Of special interest and of some controversy have been the theoretical predilections of therapists chosen by behavior therapists.
In general, the orientation choice for the therapist's personal therapy has been psychoanalytic or psychodynamic. Across studies, 40% to 60% of personal treatment has historically been in that tradition. This tends to be the case across multiple treatment episodes as well. Eclectic and humanistic therapists have also proven popular. Fewer respondents chose psychoanalytic during the second therapy than during the first therapy, opting for more humanistic and psychodynamic therapists.
Therapist-patients' theoretical orientations are related, not surprisingly, to their psychotherapists' orientation. In one of our larger studies (Norcross, Strausser, & Faltus, 1988) , 94% of psychoanalytic therapist-patients selected psychoanalytic or psychodynamic therapy for themselves and 79% of psychodynamic therapist-patients selected psychoanalytic or psychodynamic therapists for themselves. Behavioral therapist-patients were the least restrictive in their choices: 44% chose eclectic therapists, 19% cognitive, 19% humanistic, 12% psychoanalytic, and only 6% behavioral. Approximately one third of the humanistic therapistpatients received personal treatment of the same humanistic orientation, but an even greater percentage (34%) received psychoanalytic or psychodynamic therapy. The eclectics tended to be more traditional still in their orientation choice, but almost a quarter received some sort of eclectic therapy. With the exception of psychoanalysts, psychotherapists exhibited considerable theoretical variety in their personal therapy choice but favored the psychoanalytic persuasion.
The Case of Behavior Therapists
In a brief article titled "Where Do Behavior Therapists Take Their Troubles?" Lazarus (1971) articulated his anecdotal discovery that numerous behavior therapists were undergoing psychoanalysis, psychoanalytic psychotherapy, Gestalt therapy, existential therapy, or some other form of nonbehavioral treatment. His anecdotal findings underscored the fact that behavior therapy and insight-oriented therapy frequently have different aims and purposes. "May we sum it up by asking for choices of treatment rather than treatments of choice" (Lazarus, 1971, p. 350) .
Our subsequent and more systematic research has confirmed that considerable numbers of behavior therapists do seek personal treatment-somewhere between 44% and 66%-but typically from nonbehavioral colleagues (Norcross & Grunebaum, 2005; Norcross & Guy, 2005) . Like Lazarus, we found that the vast majority of behavior therapists did not choose behavioral treatment for themselves: Only 6% to 8% in two different samples did so (Norcross & Prochaska, 1984) . Instead, psychoanalytic, psychodynamic, eclectic, and existential-humanistic therapies were the most prevalent therapy choices among the behavioral clinicians (as is also the case elsewhere in the world; e.g., Darongkamas, Burton, & Cushway, 1994) . Across studies, fewer than one in ten behavior therapists chose behavioral treatment for themselves. Concurrently, few nonbehavioral psychotherapists-5% to 10%, depending on the study-elected to undergo behavior therapy themselves.
Joseph Wolpe, one of the founders of behavior therapy, took exception to our results. In his rebuttal, he accused us of repeating the outrageous allegation that the vast majority of behavior therapists do not choose behavioral treatment for themselves. If this were true it would bespeak unmatched cynicism and immorality. It would also show remarkable indifference, in the single context of their own needs, to the superior efficacy of behavior therapy that numerous studies have demonstrated. (Wolpe, 1988, p. 509) Individual readers can judge for themselves whether the consistent results on this matter "bespeak unmatched cynicism and immorality" on the part of behavior therapists, but the empirical results are very consistent across studies. Several alternative explanations seem more parsimonious. First, few behavior therapists were available when clinicians sought personal treatment many years ago, and thus behavior therapy may indeed be underrepresented. Second, psychodynamic psychotherapies retain enormous appeal for those who can profit from intensive self-exploration. Increased awareness and personal understanding are highly valued goals for a therapist's own therapy. Psychotherapists tend to rate symptom alleviation as less important than other outcomes in their own treatment (e.g., Buckley et al., 1981; Norcross, Geller, & Kurzawa, 2001) , although it will not be so for everyone. Third, as Lazarus, whose initial article precipitated the controversy, has argued, behavior therapy is not typically the treatment of choice for relatively well-functioning mental health professionals. But if they were to develop specific fears, compulsions, social deficits, or other nonfunctional patterns, then behavior therapy might indeed be a favored choice.
Professional Discipline
Psychotherapists have traditionally received personal treatment from psychiatrists, psychologists, social workers, counselors, and lay analysts in that general order (Henry et al., 1971; Norcross, Strausser, & Faltus, 1988) . These patterns reflect the historical availability of psychotherapists as opposed to contemporary trends. When my colleagues and I examined the professional disciplines of personal therapists over the past 20 years, we found that younger psychotherapists are increasingly seeking assistance from psychologists. Younger psychologists sought therapy from fellow psychologists 46% to 51% of the time (Norcross, Strausser-Kirtland, & Missar, 1988; Gilroy, Carroll, & Murra, 2002) . In fact, the profession of choice for social workers' personal therapy of late is psychology, not psychiatry.
Educational Choices and Consequences
The growing availability of female therapists, psychologists, and nonpsychoanalytic psychotherapists now allows mental health professionals to be treated by members of their own gender, discipline, and orientation. I, among others (e.g., Ekstein & Wallerstein, 1972; Yalom, 2002) , have addressed the conflicting values of seeking personal treatment with a same-sex and like-minded psychotherapist. On the one hand, therapy with someone who belongs to the same school of thought can foster personal validation, interpersonal modeling, identity formation, and theoretical socialization. The best psychotherapeutic experience might be one that is more or less based on the same theoretical principles that the practitioner will eventually use. On the other hand, this matching can promote professional indoctrination and theoretical inbreeding. The theoretical identification may slip into conversion, might discourage experimentation with different schools of thought, and might prevent the opening of minds. These are dialectical considerations for all psychologists seeking personal therapy, particularly for those in graduate training. Although students may have to sacrifice the certainty that accompanies orthodoxy, they may obtain something quite precious: a greater appreciation of the complexity and uncertainty underlying the therapeutic enterprise (Yalom, 2002) .
From Both Sides of the Couch
Virtually all of the empirical research on psychologists' personal therapy has been conducted on the patients-those receiving it. My most recent research has focused on psychologists' experiences in conducting psychotherapy with mental health professionals (Norcross et al., 2000 (Norcross et al., , 2001 in a concerted effort to examine the phenomenon from both sides of the couch. Two of the fundamental questions were, How frequently do psychologist-psychotherapists treat other mental health professionals? and What distinguishes the psychotherapy of patients who are themselves therapists or therapists in training?
In this research, we had psychologists estimate the percentage of psychotherapy clients they had over the past three years who were mental health professionals. About a quarter of the psychologists (26%) reported that they had not treated any mental health professionals, 27% estimated that 1% to 5% of their caseloads consisted of mental health professionals, 15% estimated 5% of their caseloads, and 14% estimated 10% of their caseloads. The remaining 17% estimated that more than 10% of their psychotherapy clients were mental health professionals. The resulting median was 3% and the mean 7% (SD ϭ 9.4).
Psychologists rated the extent to which 78 of their clinical practices differed between psychotherapists and laypersons of comparable intelligence, socioeconomic status, and diagnosis. Most of the clinical practices (55 of 78) were used with equal frequency with both therapist-patients and layperson-patients. For example, psychologists reported that their therapy styles (e.g., challenging, determined) and therapy processes (e.g., frequency of using touch, recommending between-session tasks, encouraging expression of affect) were largely similar for both psychotherapist-patients and layperson-patients.
However, in treatment format, therapist-patients were more likely to be engaged in long-term individual therapy and, concomitantly, less likely to attend couples therapy and group therapy. Therapist-patients were less likely to be hospitalized, medicated, referred to support groups, and recommended self-help books. In therapy, psychologists indicated that they were more likely to limit the information contained in their therapist-patients' treatment notes. They felt less detached from and friendlier toward their therapist-patients but were more worried about treatment effectiveness, more self-conscious of their techniques, and more likely to attend their countertransference reactions when the patient was a mental health professional. In treatment outcome, psychologists did not discern differences in behavior change and symptomatic relief between the two types of patients but did discern more self-understanding and insight among their therapist-patients. Finally, in posttherapy experiences, psychologists had a greater frequency of contact with their therapist-patients than with laypersons after termination of therapy. However, the increased posttermination contact was not accompanied by higher probabilities of social relationship or of return for further psychotherapy. All in all, there were robust similarities and important differences in the psychotherapies conducted with therapist and nontherapist patients.
EBPs in Personal Therapy
Randomized clinical trials on the efficacy of psychologists' personal therapy have not been conducted and probably never will be; nonetheless, the available evidence on its personal and professional value is compelling. Fully 90% of psychologists who have undergone personal therapy report beneficial results across a range of outcomes, and over three quarters relate that it had a strong positive influence on their development as psychotherapists. And the thousands of psychologists participating in these studies indicate that the impact of their personal therapy is generally more formative than that of traditional coursework, the indispensability of which is rarely questioned. The overwhelming bulk of evidence, with the exception of inconclusive effects of personal therapy on subsequent patient outcomes, attests to its empirically supported or evidencebased position in the formation of psychotherapists.
Are the self-reported outcomes, lasting lessons, and impacts on professional development of personal therapy sufficient to justify the widespread practice of psychologists undertaking extensive therapy for themselves? Certainly. Should they be the principal reasons for psychologists to have personal therapy? Maybe. Is the evidence sufficient to require or compel personal therapy for all health care psychologists? Probably not. If a psychologist's personal problems interfere with the successful conduct of psychotherapy, then it is necessary to remedy the situation using a set of strategies that probably includes personal therapy. But I am hesitant to endorse mandatory personal psychotherapy. My reluctance arises in part from two cardinal integrative principles: (a) The empirical evidence is inconclusive on the ability of personal therapy to enhance clinical effectiveness and (b) the maxim of matching the treatment to the unique needs of the person would be violated by insisting on a single treatment for diverse psychologists. Instead, I endorse a variety of individually tailored personal development exercises and other life-enhancing activities, prominently including personal therapy (Norcross & Halgin, 2005) .
Toward Integration
In the end, the ultimate goals of practitioner training and of personal therapy are identical: integration. This entails integration of the person of the psychotherapist, integration of science and practice, and integration of diverse approaches to behavior change. In educating psychologists, let us avoid fragmentation and commit to the seamless acquisition and simultaneous integration of both technical competence and personal formation. Decades of training experience, empirical evidence, and practitioner reports converge on this message.
When psychologists commit to such a both/and position, personal therapy will reemerge in the training enterprise as one empirically supported path toward psychologist development. As steps on this path, we would then expect
• graduate programs in health care psychology to select students for their interpersonal skills and self-development commitments in addition to their Graduate Record Examination scores and grade point averages • descriptions of graduate programs to enthusiastically recommend personal treatment for their trainees • training programs to increase the availability of personal therapy for their students, such as by maintaining lists of local practitioners offering reduced fees • class meetings to discuss the research on psychologists' personal therapy, emphasizing the impressively consistent reports of its multiple benefits and infrequent negative outcomes • professors to model openness to personal therapy and self-development not as a singular event but as a continuous lifelong process • researchers to investigate the moderators and mediators of effective personal psychotherapy, especially on the concordance of therapist and patient gender, ethnicity, and theoretical orientation • local and state psychological associations to assist practitioners in proactively seeking personal treatment (beyond programs for impaired psychologists) and to publicly dispute the notion that the norm of returning to therapy constitutes failure • practitioners to perhaps "at intervals of five years or so . . . submit himself to analysis once more, without feeling ashamed" • organized psychology to advance the cause for psychologist self-care, including but certainly not limited to personal therapy. In an era of accountability, let us be responsive to the marketplace by producing technically competent health care psychologists. In an era of EBPs, let us also heed our own evidence and facilitate the formation of personally effective psychologists by practicing what we preach about the marvels and mysteries of psychotherapy.
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